the anterior half of the cochlea was not involved, nor was it except where there was necrosis affecting the whole.
Mr. WEST said it would be well if the results of putting the patient on the rotation stool could be known with regard to the direction of the nystagmus after rotation to the right and the left respectively, with the eyes closed during the period of rotation.
The PRESIDENT asked whether Mr. Tod had tried syringing witth hiot and cold water, or what his views were on that test, as employed by Barany.
Mr. TOD, in reply, said the patient did not present the same clinical features as he did a fortnight ago. The symptoms were then so urgent that he (Mr. Tod) was sent for in order to operate, the diagnosis being given as that of internal ear suppuration. In answer to Mr. Whitehead, Mr. Tod said that although on admission there was a foul discharge in the right ear it was apparently largely due to a plug of cotton wool which had evidently been lying in the ear for a considerable period. On its removal there was no sign of any granulations or fistule of the bony walls suggesting a lesion of the labyrinth, and for this reason the diagnosis of internal ear suppuration was questioned and operation postponed. As the suppuration ceased as a result of treatment within two or three days, and the cavity of the ear was found to be lined with epithelium, true internal ear suppuration was excluded. Mr. Tod therefore agreed with those who considered that the symptoms were probably due to external causes, presumably from irritation from the cotton wool plug. In answer to the President he said that there was marked giddiness on syringing with very hot or very cold water, the import of which was doubtful. He would, in addition, be pleased to carry out von Stein's tests as suggested by Mr. West. Lateral Sinus Thrombosis; subsequent Meningitis (Meningitis serosa); recovery. By HUNTER TOD, F.R.C.S. F. S., A boy, aged 8, was admitted to my out-patient department in May, 1907. There was a history of otorrhcea on the right side for a period of nine months. Pus was seen to exude from a m-arginal perfotation situated in the posterior part 'of Shrapnell's menmbrane anid the upper posterior quadrant of the pars membranosa; the rest of the tympanic membrane was indrawn and somewhat congested in its. posterior portion. There was extreme deafness; the watch could not be heard, the voice only in close proximity to the ear, 'and the tuningforks were badly heard by air conduction, although well heard by bone conduction. As there. was no improvement, in spite' of conservative treatment for six weeks, and as there were occasional attacks of headache and pain in the ear, ossiculectom-ly was advised. This was performed on June 25. At the tiue of the operation it was found that the disease was miiore extensive than was at first supposed. The complete ml-astoid operation was therefore performed on July 2. The cortex was thin but sclerosed, the antrumn and m-nastoid forming a large cavity lined wvith epithelium, and filled with a soft, pultaceous, putrid mass; the outer wall of the lateral sinus was lying exposed within the cavity. The l)osterior wound was not completely closed. On July 5 (three days after the operation) there was a definite rigor. On removing the gauze hemorrhage took place from the lateral sinus, but was easily controlled by packing. On July 10 a second rigor occurred. On July 11 there was miiarked pain in the right hip, causing the patient to resist movements of the limb. The temperature varied between normal and 1010 F. There was some stiffness of the neck, the head being kept in a fixed position. The optic fundus was normal. On July 12 the wound was reopened and more bone remiioved, the sinus being freely exposed above and below the point at which bleeding took place. A plug of gauze was inserted between the outer surface of the sinus and the bonywall of the skull, so as to completely obliterate its lumiien. The outer wall of the sinus was then freely slit up with a knife. There was considerable bleeding from the superior petrosal sinus. The outer wall of the sinus over the affected area was markedly thickened and friable, the thrombus appearing partial lather than coimiplete. For the next few days the patient seemed more comiifortable, the tem-iperature gradually falling fron 1010 F. to normal.
On July 23 left facial paralysis was noticed and rapidly became complete. Knee-jeiks not obtained. There was no paresis of the ocular muscles, no headache, and no vomiting. On July 29 solmie swelling of the right optic disc was noticed for the first tilm-e, the left optic fundus being niormal, and with this there was paresis of both external recti muscles, which gradually became more miiarked on the left side. During the next few days there were attacks of vomiting, tendency to drowsiness, headaches, and disinclination to take food, the patient becomlling markedly emaciated. There was still stiffness of the neck, but no marked retraction. On August 8 the facial paralysis began to dinminish, with complete recovery four days later.
For a few days the general condition remained the sam-le, but was no longer accomupanied by headaches nor voiiting. There were no fits, and the mnental condition reimained good. Gradual imiiprovement took place, and by the end of August he was sufficiently well to be allowed up. The right external rectus was now normal, but the left completely paralysed. Ophthalmoscopic examination of the eyes showed that the optic neuritis on the right side had practically cleared. The patient was shortly afterwards made an out-patient, but I did not see him again until the first week in October. His mother said he had occasional attacks of headache, but beyond general weakness had been otherwise well. At the beginning of October the eyes were examined by Mr. Lister, who reported subsiding optic neuritis on the right side with optic atrophy on the left.-A further report from Mr. Lister, on December 6, says: "On the right side there is no longer swelling of the optic disc; on the left side there is definite optic atrophy."
Except in the early stage there was no pyrexia, the temperature being on the borderland of normal with an occasional rise to 1000 F.; the pulse varied between 80 and 100, and seldom fell below 70.
The diagnosis of internal ear suppuration was excluded owing to the absence of vertigo and the persistence of bone conduction. The involvement of the sixth nerve on both sides, with the seventh on the opposite side; the optic neuritis on the affected side with subsequent optic atrophy on the opposite side, together with the general condition of the patient, suggested that the symptoms were due to a non-suppurative meningitis.
Case of Pulsating Growth in the Left External Auditory
Meatus.
By J. BARRY BALL, M.D.
THE patient, a man, aged 73, first became aware of something wrong in the left ear about ten years ago. He consulted Dr. McBride in Edinburgh, and learnt that he had a small growth in the .meatus. As far as he can tell it has increased slowly and gradually since that date. It has caused him no discomfort, beyond deafness in the left ear, until the last two months, when it began to bleed. It has bled several times slightly, and on two occasions rather freely. There is no history of any discharge or other ear trouble before the growth began. He has felt a distinct beating in the ear for the last four or five months, perhaps longer. The growth fills the meatus and protrudes slightly from the orifice. It is of a pale red colour, and the free surface is slightly eroded. There is distinct expansile pulsation in it and the pulsation is communicated to the auricle and the region in front of the auricle. The
